Incidence of Induced Abortion and Consequences of Unsafe Abortion in Senegal

TABLE 4. Measures used to estimate abortion levels, and key indicators of incidence, all by region, Senegal, 2012
Measure

Dakar

ABORTION OUTCOMES
No. of women with uncomplicated induced abortions
No. of women with untreated complications of induced abortion
No. of women treated for complications of induced abortion or miscarriage (95% CI)
No. of miscarriages treated in facilities
No. of women treated for complications of induced abortion (95% CI)
Multiplier
No. of induced abortions (95% CI)
DEMOGRAPHIC
No. of women aged 15–44
No. of births to women aged 15–44
RATES AND RATIOS
Abortion rate† (95% CI)
Abortion ratio‡ (95% CI)
Abortion treatment rate§ (95% CI)

Rest of Senegal

7,300
2,042
5,811 (3,623–8,056)
2,048
3,763 (1,574–6,007)
3.5
13,105 (5,483–20,922)
615,677
75,767

15,311
10,172
22,418 (19,296–25,980)
9,459
12,959 (9,837–16,521)
3.0
38,442 (29,182–49,010)
2,429,949
445,955

21.3 (8.9–34.0)
17.3 (7.2–27.6)
6.1 (2.6–9.8)

15.8 (12.0–20.2)
8.6 (6.5–11.0)
5.3 (4.0–6.8)

All*
22,611
12,214
28,229 (22,919–34,036)
11,507
16,722 (11,412–22,529)
3.1
51,547 (34,665–69,932)
3,045,626
521,722
16.9 (11.4–23.0)
9.9 (6.6–13.4)
5.5 (3.7–7.4)

*National estimates of number of women and cases are the sums of the estimates for Dakar and the rest of country. †Number of abortions per 1,000 women aged 15–44. ‡Number of abortions per 100 live births to women aged 15–44. §Number of women receiving postabortion care per 1,000 women aged 15–44. Note: CI=confidence interval.

were thought to be most common among nonpoor urban
women (who have better access to doctors and other medical professionals than do other women), while ingesting
caustic substances or herbal solutions were most common
among poor women and rural women.
The health professionals also reported treating a range
of abortion complications. Respondents at 67% of facilities that provided postabortion care said they had treated
patients presenting with hemorrhage; 64% had treated
patients with incomplete abortion, and 58% had treated
patients whose abortions were in progress. Some 16% and
7%, respectively, had encountered cases of shock and sepsis, and 11% reported having treated patients with other
complications, such as renal failure or infection.
Finally, we examined the planning status and outcomes
of all pregnancies in Senegal. We estimate that 31% of pregnancies in Senegal in 2012 were unintended, and 24% of
unintended pregnancies (8% of all pregnancies) ended in
induced abortion (Appendix Figure 1, page 8). Another
60% of unintended pregnancies (19% of all pregnancies)
resulted in mistimed or unwanted births; 16% ended in
miscarriage.
DISCUSSION
This study provides the first national estimate of abortion
incidence in Senegal. The data indicate that while the incidence (17 per 1,000) is low in comparison with the estimated rate for the West Africa region (28 per 1,000),1 more
than half of abortions in Senegal result in complications,
many of which are not treated.
This study has a few limitations, and we explored
whether some of the limitations may have resulted in an
underestimate of abortion incidence. As noted, the survey of health facilities did not include private cabinets or
health huts. If women receive postabortion care in these fa*Some studies that used the AICM assumed that the proportion of women who seek care for a miscarriage is larger than the proportion who
deliver at a facility.
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cilities, our estimates of the number of women treated and,
in turn, of the number who had an abortion are undercounts. However, experts indicate that health huts generally are not equipped to treat abortion complications, and
the caseload capacity of private cabinets is small relative to
the facilities in the sample.
Second, if we overestimated the proportion of postabortion care cases treated at facilities that were due to miscarriage, then the number of women treated for complications
of induced abortion, and thus the abortion rate, was underestimated. The estimated proportion of abortion cases
in Senegal that were the result of miscarriage (41%) was
higher than that found in many other Sub-Saharan African
countries where the AICM has been used, including Malawi (37%),11 Uganda (23%)12 and Ethiopia (9%).13
Our estimate of the number of postabortion care cases
attributed to miscarriage would have been too high if we
overestimated the likelihood that women seek care for a
miscarriage. In most other countries where the AICM has
been used, the proportion of late miscarriages treated in
facilities was assumed to equal the proportion of live births
that occurred at facilities.* In this study, we instead used
HPS respondents’ estimates of the proportion of late miscarriages treated. The mean of their responses (66%) was
lower than the mean of their estimates of the proportion
of live births that take place at a facility (70%),2 though it
was high relative to the estimated proportions treated in
the countries noted above (5–59%). The high estimate for
Senegal may reflect the quality and relatively high utilization of health care services in the country.
The AICM relies on the assumption that HPS respondents are knowledgeable about the proportion of clandestine abortions that do not result in complications. It
is possible that women in Senegal are especially capable
of procuring uncomplicated abortions without the knowledge of health professionals, which could explain in part
the low estimated abortion rate for Senegal. However, the
accuracy of the HPS participants’ estimates of the propor-
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